ABSTRACT Erectile dysfunction is a common health problem affecting the quality of life of men of all ages. The aim of this study was to find the prevalence of and significant risk factors for erectile dysfunction among men of all nationalities attending primary health care centres in Qatar for any reason. Respondents aged > 30 years (n = 1139) completed the sexual health inventory for men plus a questionnaire about their demographic characteristics, lifestyle habits and presence of chronic diseases. The total prevalence of erectile dysfunction was 56.9% (32.7% mild and 2.3% severe cases). All studied sociodemographic variables showed a significant association with erectile dysfunction. A lower prevalence of erectile dysfunction was found in smokers and those who exercised. More than 1 sexual partner, obesity and having a chronic disease (hypertension, coronary heart disease, hypercholesterolaemia or diabetes mellitus) were significantly positively associated with erectile dysfunction. 
‫قطر‬ ‫يف‬ ‫األولية‬ ‫الصحية‬ ‫الرعاية‬ ‫مراكز‬ ‫ي‬
Qatar is a small developing country with population of around 1.5 million. There are 21 primary care health centres, most of them in Doha city. No previous study has investigated the prevalence of erectile dysfunction among the general population of different nationalities with different health status in Qatar. The aim of this study therefore was to estimate the prevalence of erectile dysfunction among the men of all nationalities attending primary health care (PHC) centres for any reason, and to study significant risk factors for erectile dysfunction with the aim of developing a strategic plan to prevent and control the problem.
Methods

Sample
This was a descriptive cross-sectional study conducted in 2008 in the 21 PHC centres distributed throughout the state of Qatar. Our target population was all male patients attending all PHC centres for any reason and aged > 30 years. The inclusion criteria were age > 30 years, any nationality and agreeing to participate.
Our sample size was calculated using the Epi-info program. The expected prevalence used was 18% [3] , and the worst acceptable prevalence was 15%, so the sample size was 1000 patients within the 99% confidence level. Because of the sensitivity of the questions, the dropout rate was considered as 10%, so the total number was 1100 patients.
We used a multistage technique to select 4 PHC centres (2 urban and 2 semi-urban) using a simple random method to ensure that the sample represented all nationalities living in Qatar. The second stage was to select about 300 patients from each centre using a systematic random method to select every 5th male patient aged > 30 years who was registered in the reception after taking his written consent to participate in the study. The next patient was selected if a patient refused to participate.
Data collection
Every recruited patient was given 2 questionnaires to complete. The first collected sociodemographic data (age, nationality, occupation, education, income (satisfied or not satisfied), number of children and some lifestyle and clinical information on possible risk factors for erectile dysfunction (presence of any chronic diseases and their duration, taking any medication, number of lifetime sexual partners). Data were collected on: smoking (ever smoked cigarettes), exercise (ever took exercise) and alcohol use (ever drank alcohol). Weight and height were measured to calculate body mass index (BMI The second questionnaire was the sexual health inventory for men (SHIM) which includes 5 questions to identify cases of erectile dysfunction and classify them into mild, moderate or severe [8] . The Arabic version of the inventory was used.
Analysis
Epi-Info, version 6 statistical package was used for data tabulation and analysis. Chi-squared and Fisher exact tests were used for testing significance. P < 0.05 was considered significant.
Results
Of the 1139 respondents 649 had some degree of erectile dysfunction based on the SHIM scale, giving an overall crude prevalence of erectile dysfunction in this sample of 56.9%. A majority were mild cases (32.7%), while the remainder were classified as moderate (18.0%), moderate or severe (4.3%) or severe (2.3%).
All of the sociodemographic factors recorded-age, nationality, education, occupation, income and number of children-were significant risk factors for erectile dysfunction (Table 1) . Qatari males had the highest prevalence of erectile dysfunction (64.7%), followed by other Asian males (60.7%) and men of other Arab nationalities (48.0%). Table 2 shows the prevalence of erectile dysfunction according to some lifestyle and clinical risk factors. Males who smoked had a significantly lower prevalence of erectile dysfunction than those who did not smoke (48.6% versus 59.8%) (P = 0.004). Men who exercised had a lower prevalence of erectile dysfunction than those who did not (43.1% versus 69.4%) (P < 0.001). Alcohol consumption was not a significant risk factor for erectile dysfunction. The prevalence of erectile dysfunction among normal weight men was 52.7%, among obese men was 64.9% and among the morbidly obese was 72.4% (P < 0.001). Men who had 1 sexual partner had a lower rate of erectile dysfunction than those with > 1 partner (55.8% versus 70.3%) (P < 0.001).
There were significant positive relationships between erectile dysfunction and having a chronic disease (P < 0.001). Men suffering from hypertension, coronary heart disease, hypercholesterolaemia and diabetes mellitus had a significantly higher rate of erectile dysfunction. Those with thyroid disease, liver disease, renal disease, bronchial asthma, psychiatric disease and cerebrovascular disease also had higher rates of erectile dysfunction although the results were not statistically significant (Table 3) .
Discussion
Dunn et al., in their study of the prevalence of erectile dysfunction in the general population in England, found that its prevalence was relatively high, and concluded many people would actually like help for such a problem [9] . Claro et al. also concluded that erectile dysfunction was a widespread and very common health problem affecting the quality of life of men of all ages [10].
In our study, the prevalence of erectile dysfunction in all stages was 56.9% among men aged > 30 years, a higher figure than 49.4% in a study in Canada among males aged 40-88 years [5] and 51% in a study in the United States in a general medical setting [11] . However, our figure was lower than a Hong Kong study in 2001 which found the prevalence of erectile dysfunction was 63.6% [6] . Although our result was higher than most previous studies, it looks very high in comparison with a Chinese study which found that the overall prevalence of erectile dysfunction among men aged 35-74 years was only 16.3% [12] . These differences between our result and other studies could be explained on the basis of difference in culture and methodologies used including difference in the sample sizes and sample techniques. The prevalence of different degrees of erectile dysfunction found in the present study (32.7% mild, 18.0% moderate, 4.3% moderate to severe and 2.3% severe) can be compared with another study in the United States of 1290 individuals in which 27% of the sample population were suffering from mild erectile dysfunction, 17% moderate and 10% severe [13] . The difference could be due to different population age groups (they started from 40 years or more) and different population cultures and sociodemographic risk factors.
Regarding sociodemographic risk factors, we found that age, nationality, occupation, education level, number of children and satisfaction with income all showed significant differences between men suffering from erectile dysfunction and those who did not. This result is supported by many studies [7, [9] [10] [11] 14, 15] . Surprisingly, Qatari males showed the highest prevalence of erectile dysfunction (64.7%) compared with other nationalities. Such a high prevalence might be explained by a lack of exercise due to the high income and urbanized lifestyle in Qatar in addition to unhealthy nutrition resulting in obesity and other chronic diseases. The high prevalence in a Hong Kong study (63.6%) [6] agrees with our result for Asian males (60.7%). A study in Brazil found that there was no statistical difference in the rate of erectile dysfunction between men of different salary levels, which could be explained by the narrow salary difference among their population sample in comparison with the big differences in income among the population of Gulf countries [10] .
Taking exercise was significantly associated with erectile dysfunction, as found by some other studies [1, 3, 10, 12, 14] . On the other hand, the finding that smokers had a lower prevalence of erectile dysfunction than non-smokers contrasts with the findings of these studies. This result raises a question about the use of tobacco to relieve stress, which is a common problem among the expatriate population due to the high workload and insecure employment. Alcohol consumption was not a significant factor in erectile dysfunction, a finding which disagrees with a study in the United States showing a higher prevalence of erectile dysfunction among men who drank alcohol than those who did not [16] . The rate of obesity was significantly different Wessells et al. in China [17] also found that obesity was a significant risk factor for erectile dysfunction. Having more than 1 sexual partner was also a significant risk factor in our study. We found that the prevalence of erectile dysfunction was significantly higher in men suffering from certain chronic diseases-hypertension, hypercholesterolaemia, coronary artery diseases and diabetes mellitus-than those without. These findings were expected, as they correspond with those of other researchers. Fouroutan et al. supported the relation between erectile dysfunction and both coronary artery diseases and hypercholesterolaemia [1] . Many other studies agree on this finding [3, 5, 7, 12, 18, 19] . For diabetes, a number of previous studies showed it to be a major risk factor for erectile dysfunction which increased with increasing duration of disease [5] [6] [7] 11, 15, 18, 20, 21] . Although erectile dysfunction was also more common in men suffering from the other chronic diseases studied -thyroid diseases, liver diseases, renal diseases, cerebrovascular diseases, peripheral vascular diseases, bronchial asthma and psychiatric diseases-the differences were not significant. Rosen et al. concluded that erectile dysfunction was associated with increased age, diabetes, kidney disease, atherosclerosis, vascular disease and depression [22] .
This difference was probably due to smaller size of our sample of males suffering from such conditions.
Conclusion
The high prevalence of erectile dysfunction among men attending PHC centres in Qatar is a concern. Health policy-makers need to consider including training of health personnel to consider the relevant risk factors during the physical, social and psychological diagnosis of different age and ethnic groups.
